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Microscopic Report by Dr. Stevens.-" All the red material bordering upon a breaking-down cavity is sarcomatous, and the smooth, glassy material invading the uterine wall is also sarcomatous. It is a spindlecelled growth, and contains wide, thin-walled spaces; it shows practically no necrotic areas."
DISCUSSION.
Dr. RUSSELL ANDREWS said that the patient was under his care at the London Hospital in June, 1907, when she was aged 22. For some months the monthly periods had lasted fourteen to sixteen days, and she had become very anaemic. The uterus was regularly enlarged and seemed to contain a fibroid. He dilated the cervix and found bulging into the cavity of the uterus a swelling which he thought to be a large submucous fibroid. When its capsule was incised over half a pint of colourless watery fluid escaped, followed by a considerable quantity of soft necrotic tissue. Microscopically this tissue (sections of which were shown) seemed to be degenerated cedematous fibrous tissue.
After the patient left the hospital he lost sight of her. He agreed that Mr. Douglas Drew's sections showed sarcoma.
Dr. AMAND ROUTH alluded to a specimen of supposed myxo-sarcoma of the uterus'which he had shown at the Obstetrical Society in 1899.1 At intervals of a few months on eight occasions a large tumour developed in the wall of the uterus, underwent myxomatous and septic changes and sloughed away, the uterine tumour varying from the size of a six weeks' pregnancy to that of six months. Eventually a vagino-abdominal panhysterectomy was performed, and the patihnt recovered. The Pathological Committee reported that it was a myxomatous degeneration, and could find no evidence of a sarcomatous change.
Haematosalpinx with Torsion of the Tubes.
THE chief interest of this case consists in the fact that it is an example of hemorrhage into the Fallopian tube apart from pregnancy or any previous pathological condition of the uterine appendages. The Trans. Obstet. Soc. Lond. (1899 ), 1900 patient, a cook aged 46, a widow for the past four years, with a family of four children, the last birth occurring twenty years ago, was sent to me by her doctor on account of severe left iliac pain of sudden onset.
She was admitted to the Victoria Infirmary on July 17, 1910.
Clinical history: Five days before admission she was seized with sudden pain in the left iliac region, which she thought was due to a chill. This pain was accompanied by shivering and sweating, and the patient was compelled to go to bed. There was no history of a fall or any sudden exertion. Vomiting was not present, and the bowels were somewhat constipated. There was no uterine haomorrhage. Menstruation had been irregular, the last period occurring four months previously after an interval of twelve months' amenorrhcea. The patient did not complain of any previous pelvic symptoms, but for the last two years had a slight prolapse of the uterus.
On examination the patient appears healthy, the tongue slightly furred. The heart and lungs are normal. The abdomen is tender in the left iliac region, with some rigidity on palpation of the hypogastrium. On examination under an anesthetic the vaginal outlet is found to be lax and the cervix hypertrophied. A mass, the size of an orange, is found in the posterior cul-de-sac and lying over to the left side. This mass is incorporated with the body of the uterus, which cannot be differentiated from it. The diagnosis lies between an impacted fibroid of the uterus and a left sactosalpinx.
On July 22 I performed laparatomy and found the enlarged retroverted uterus to be closely adherent to a mass filling Douglas's pouch. This mass, which was adherent to the sigmoid also, was raised up after separation of the adhesions, and was found to consist of the left Fallopian tube dilated to form a hoematosalpinx, with a complete torsion at its uterine end. This torsion, which consisted of two complete spirals in the reverse direction to the hands of a watch, was unwound and the pedicle ligatured and the tumour removed. The ovary, which was somewhat atrophied, was found to be lying entirely separate from the tube and was left in situ. The right appendages were normal to all appearances. The posterior surface of the uterus was covered with recent adhesions. The fundus was fixed to the anterior parietal peritoneum, and the laparatomy wound was closed in two layers. The patient made an uninterrupted recovery, and was dismissed well on August 7.
The pathological specimen consists of the left Fallopian tube distended with blood-clot. The surface is dark red in colour, being mottled by areas of ecchymosis. There is no evidence of necrosis. The contents JA-13b 113 are semi-solid in consistence. The walls of the tube show haemorrhagic infiltration. About an inch from the.uterine end the tube becomes distended, forming a sac about the size of an orange. The surface of this portion is somewhat irregular in outline. The abdominal ostium is closed; the remains of the fimbrite are seen spread out as ridges on the interior of the tube. On the external surface is seen a small nodule which represents the hydatid of Morgagni. Histological examination of sections taken from the uterine end of the tube which formed the pedicle of the tumour shows marked infiltration of the walls by blood corpuscles, these appearing normal in outline, thus proving the short duration of the interstitial apoplexy. In the inner layer the tubal villi have disappeared, the mucosa consisting of irregular groups of epithelial cells in a mass of blood corpuscles. In the middle layer the muscular bundles are broken up by the extravasated blood. The peritoneal covering is thinned out, the nuclei of the cells being elongated. The nuclei of the stroma cells are poor in chromatin. Numerous blood-vessels engorged with blood are seen scattered through the wall. Doubtless many of these vessels are of new formation. There is no evidence of sclerosis in the vessels, nor are there any cells which would indicate the presence of a pregnancy. Sections taken from the dilated portion of the wall show the same condition.
Remnarks.-The interest of the condition lies in the absence of pregnancy in the tube, this being the usual cause of haematosalpinx. There is no evidence of any previous salpingitis. The haemorrhage seems to have been caused by the torsion of the uterine end of the tube bringing about a sudden congestion with escape of blood into its lumen. The problem is, What part has the uterus played as a factor in the condition? There must have been some sudden exertion, which in all probability caused an accentuation of a previously existing backward uterine displacement, which in its turn caused pressure upon, and torsion in, the tube lying close behind it. That there was considerable rise of blood pressure in the tube is evidenced by the infiltration of its walls. It is more probable that the extravasation of blood in the tube has been secondary to the torsion than that torsion has occurred in a pendulous cystic dilatation of the outer end of the tube.
The PRESIDENT thanked Miss McIlroy for her communication, which added another instance to the fact they were familiar with. that torsion of the tube caused haematosalpinx or haematocele.
